S
tudies have consistently shown that clinicians experience up to 15% of patient encounters as "difficult." 1, 2 Most previous studies have focused on patient characteristics of difficult encounters, finding that somatizing patients [2] [3] [4] [5] [6] and those with underlying mental disorders, poor functional status, greater symptom severity or high utilizers of health care services [1] [2] [3] [4] [5] [6] are more likely to be perceived as difficult.
Only three studies have examined physician factors. Difficulty has been associated with younger physicians, those with greater stress, heavier workloads or symptoms of depression or anxiety, 7 having perfectionistic tendencies and a desire to be liked, 8 and having poor lower pyschosocial orientation.
While there is a rich literature discussing the "difficult" patient, much of it in the form of essays, there is less written about the "good" patient. Lorber wrote that a "good" patient is one without psychosocial issues presenting with an acute biomedical disease that is easily diagnosed and responds to treatment. 9 In comparison, "difficult" patients appear to have multiple unexplained physical symptoms that tend to be unresponsive to treatment. A few studies have examined outcomes from difficult encounters, finding that patients in difficult encounters have greater post-visit unmet expectations and lower satisfaction. 1, 5, 6 Providers are more likely to report higher rates of burnout and job dissatisfaction. 7 In this study we sought to build on previous literature by developing a fuller model of difficult encounters, using both patient and clinician factors. A secondary goal was to assess the outcomes of "difficult" encounters.
METHODS
Adults (>18 years old) presenting to an internal medicine acute care walk-in clinic at Walter Reed Army Medical Center with a chief complaint of a physical symptom were eligible to participate. This clinic provides both primary care and urgent care for enrolled beneficiaries. Patients were not seeing their regular clinicians and could follow up with the acute-care clinician, though most were referred back to their primary care clinician for follow-up. Urgent care patients are triaged, and those deemed acutely ill are referred to the emergency room. We selected this clinic for two reasons: (1) to obtain lower levels of satisfaction and (2) to reduce the selection that occurs both by patients and providers in established patient-clinician dyads. This design helps to hold patient and clinician characteristics and interactions constant, allowing isolation of differences between physicians. We excluded patients with dementia. We have previously shown that the demographics (age and gender), mix of medical problems, proportion of patients with depressive, anxiety and somatization disorders, functional status and proportion considered "difficult" in this clinic are similar to those found in US non-federal ambulatory practices. 1, [10] [11] [12] Participants were similar to non-participants The MOS SF6 measures functional status in six domains: general health, role functioning, physical functioning, social functioning, emotional functioning and physical pain. Each question has a five-item Likert-type score, except for pain, which has six options, yielding a range in scores from 6-31. The PHQ-15 asks patients how much they've been bothered by 15 common ambulatory symptoms in the 2 weeks prior to the visit.
POST-VISIT ASSESSMENT
Immediately post-visit, patients were surveyed for (1) satisfaction (RAND-9), 14 (2) whether or not they were still worried their symptom could be serious (yes/no), and (3) whether or not they had any unmet expectations. The RAND-9 is an instrument that asks nine Likert-style questions on satisfaction. Because we were interested in immediate post-visit satisfaction with the clinician the patients saw, we limited the analysis to the five questions focusing on satisfaction with the clinician (overall satisfaction, satisfaction with bedside manner, with explanation of what was done, with time spent with clinician and with thoroughness of clinician) rather than the system. These five questions yielded a score from 5 to 25. Two weeks after the visit, patients completed a questionnaire that assessed (1) symptom outcome, (2) symptom severity (0-10), (3) stress in the previous 2 weeks (yes/no), (4) functional status (MOS SF-6), (5) overall satisfaction and (6) the presence of any unmet expectations. Six-month health utilization before the index visit was obtained from the electronic medical record.
PHYSICIAN ASSESSMENT
Providers completed the Physician Belief Scale 15 , which measures psychosocial orientation and has previously been found to correlate with a more patient-centered communication style 15 and lower malpractice claim rates. 16 The Physician
Belief Scale consists of 38 questions, and scores greater than 70 suggest a poor psychosocial orientation. Immediately after each visit, clinicians completed the Difficult Doctor Patient Relationship Questionnaire (DDPRQ), a ten-item instrument that measures how difficult the encounter was from the provider's perspective. The DDPRQ is scored from 10-60, with scores greater than 30 considered to reflect a "difficult" encounter. This instrument has been found to be valid and reliable. 3 
ANALYSIS
Analyses were done using STATA (version 9.2, College Station, Texas) or AMOS (SPSS v. 4.0, Chicago, IL). Continuous variables were analyzed using analysis of variance or covariance, standard linear regression or the Kruskall-Wallis as appropriate. Categorical variables were analyzed using MantelHaenszel or logistic regression. Model fitting and variable selection as well as interaction and confounding assessment followed the methods of Hosmer and Lemeshow. 17 We have previously been able to achieve high levels of followup by: (1) stressing the importance of follow-up, (2) by initially contacting patients via a personalized, specific (chief complaint, date of visit, name of clinician seen) letter in a selfaddressed, stamped envelope (73% response rate), (3) sending a second letter, increasing the yield to 81%, and (3) phone calls.
We calculated sample sizes from previous data showing that 15% of patients were considered difficult in this clinic and that walk-in patients reported experiencing 2-week symptom resolution 45% of the time. Based on an alpha of 0.05 and a beta of 0.8, a sample size of 728 subjects would allow us to show a 33% difference in symptom resolution between "difficult" and "not difficult" patients. Given previous high levels of 2-week follow-up, we collected a sample of 750 adults presenting to an acute-care walk-in clinic.
STRUCTURAL EQUATION MODELING
We used structural equation modeling (SEM) to assess the web of interactions and relationships between patient and clinician characteristics, and encountered difficulty. Traditional multivariable methods allow researchers to assess direct relationships between dependent and independent variables. SEM models allow researchers to tease out both direct and indirect effects and give a clearer picture of the interactions between the various influences on the outcome of interest. A direct effect is a relationship between two variables. An indirect effect is an effect one variable has on another that is mediated by an intermediate variable. For example, functional status has a direct effect on satisfaction; patients with poorer functional status are less satisfied. On the other hand, mental disorders reduce functional status, which in turns reduces satisfaction; mental disorders indirectly affect satisfaction. A total effect is calculated by combining a specific variable's direct and indirect effects. 18 In developing the SEM models, we sought to develop the best-fitting, most parsimonious model possible by selecting potential variables for inclusion in our SEM model based on two criteria: (1) previous literature and (2) univariate screening including potential variables with p<0.25, though no non-plausible variables were included. SEM model fit was tested using the ratio of chi-square to the degrees of freedom (CMIN), the adjusted goodness of fit index (AGFI), the root mean square error of analysis (RMSEA) 19 
RESULTS
We enrolled 750 adults and were able to attain 2-week followup in 724 (96%). Participants averaged 53.6 years in age, 52% were female, 47% Caucasion and 44% African American (Table 1 ). Subjects presented with a variety of symptoms, with more than half endorsing some form of pain, and 41% reporting symptom severity of 6 or greater on a 0-10 scale.
The most common complaints were gastrointestinal and musculoskeletal. Half of the patients had experienced their symptom for less than 2 weeks and 22% less than 3 days. In addition to the presenting complaint, patients reported, on average, 3.2 other "currently bothersome" physical symptoms. Seventy-one percent of patients had three or more expectations for the encounter; 43% reported stress within the preceding week, and 29% had an underlying mental disorder (8% major depression, 5% generalized anxiety disorder and 2% panic disorder). Participants were seen by 38 different clinicians: 59% of these clinicians were women; 55% were internal medicine residents, though staff clinicians saw the majority of patients (55%). On average, staff clinicians saw 34 participants (range 2-34), while house staff saw 9 subjects (range 1-13). Participating staff clinicians averaged 16 years of experience (range 4-28). There was no difference in the age (p=0.63), gender (p= 0.42), ethnicity (p= 0.39), education (p =0.43), number of symptoms (p=0.28), presence of mental disorders (p=0.98) or any other baseline patient characteristic between patients seen by staff or residents.
CHARACTERISTICS OF DIFFICULT ENCOUNTERS
One hundred thirty-three encounters (17.8%) were perceived as difficult by the providers. A number of patient and physician characteristics were associated with difficulty (Table 2) . Patients had more symptoms (5.5 vs. 3.7, p<0.005), reported greater symptom severity (6.3 vs. 5.4, p=0.002), had worse functional status (20.6 vs. 23.1, p<0.005) and were more likely to have an underlying mental disorder (23% vs. 15%, p< 0.0005). More experienced clinicians reported a lower proportion of encounters as difficult; clinicians with less than 10 years of practice experienced 23% of encounters as difficult, compared to 2% among clinicians with more than 20 years of practice. Physicians with poor scores (greater than 70) on the Physician Belief Scale experienced more encounters as difficult (23% vs. 8%, p<0.00005).
OUTCOMES FROM "DIFFICULT" ENCOUNTERS
Being involved in a "difficult" encounter was associated with a number of adverse outcomes (Table 3) . Patients were more likely to have unmet expectations immediately after the visit (RR=2.0, 95% CI=1.3-3.2) and at 2 weeks (RR=1.6, 95% CI=2.1-3.1), and were less likely to fully trust (RR=0.88, 95% CI=0.77-0.99) or be fully satisfied with the clinician they saw (immediately after the visit: RR=0.78, 95% CI: 0.62-0.98; 2 weeks later: RR= 0.75, 95% CI=0.57-0.97, Table 4 ). Over the 2 weeks of followup, patients from "difficult" encounters were more likely to experience worsening of their presenting symptom (RR=2.4, 95% CI=1.3-4.5) and had higher 6-month utilization rates (7.3 vs. 4.7, p<0.00005).
PREDICTORS OF DIFFICULTY
On multivariable modeling, patients involved in difficult encounters were more likely to have more than five somatic symptoms at presentation (RR: 1.81, 95% CI=1.3-2.3), more likely to report increased stress during the preceding week (RR: 1.9, 95% CI=1.4-3.2) and to have a depressive or anxiety disorder (RR: 2.3, 95% CI=1.3-4.2) ( Table 4 ). The physicians involved in the difficult encounters were more likely to have fewer years of practice (p=0.0002) and to score poorly on the Physician Belief Scale (p<0.005). We found no interaction among clinician and patient age, gender or ethnicity (Table 5) . On SEM modeling both clinician and patient factors contributed directly and indirectly to encounter difficulty (Fig. 1) . The indirect, direct and total effect of each variable on encounter difficulty is given in Table 3 . Patient factors that directly increased difficulty were having a greater number of expectations, higher utilization, a greater number of bothersome symptoms and worse functional status directly. For example, every 1 standard deviation of increase in the number of physical symptoms increased the difficulty score by 0.12 standard deviations. Symptom severity and the number of underlying psychiatric disorders had indirect effects on the difficulty score. For example, mental disorders increased somatization (by 0.43 standard deviations) and decreased functional status by 0.2 standard deviations. The net effect of mental disorders was to increase difficulty by 0.15 standard deviations. Physician characteristics that contributed to the difficulty score included their Physician's Belief Score and number of years of clinical practice. The Physician's Belief Score had a direct effect on the difficulty score, while number of years of clinical experience indirectly affected the score by influencing the Physician's Belief Score. This constellation of variables explained 18% of the variance and was a well-fitted model (CMIN=1.638, AGFI=0.99, RMSEA=0.03 and Hoelter's "critical N" =704). The two variables with the greatest total influence on difficulty were symptom severity (total effect 0.27) and the Physician's Belief Score (total effect 0.29). By convention, these individual variable effects would be considered small.
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DISCUSSION
While the label of "difficult" is assigned by the clinician, it is clear that both the clinician and patient are troubled by the interaction. Patients in these encounters have less trust and satisfaction with the clinician they saw, and a greater number of unmet expectations, effects that persisted over the 2 weeks we followed patients. In addition, patient's symptoms were more likely to worsen during these 2 weeks. A number of physician and patient characteristics correlated with clinician perception of an encounter "difficulty." "Difficult" patients had a greater number of physical symptoms, worse functional status, higher utilization, greater symptom severity and were more likely to have underlying psychiatric disorders. Clinicians with worse psychosocial attitudes and less clinical experience experienced more encounters as difficult.
The SEM model provides a fuller and more subtle picture of the interaction of variables that influence difficulty. While our multivariable model in this paper is consistent with previous studies, suggesting an important direct role for depressive and anxiety disorders in being considered "difficult," the SEM model found that the impact of mental disorders is indirect, mediating its effects on the number of patient symptoms and functional status. In addition, previous research has largely focused on patient characteristics associated with "difficulty," but our SEM model suggests that the most important single predictor of a difficult encounter was the clinician's score on the Physician's Belief Scale.
The "difficult" patient that emerges from our SEM model has a high rate of health utilization, poor functioning, many symptoms and a large number of expectations. This description is likely to resonate with most primary care physicians as one they would consider "difficult." In contrast to the "good" patient described by Lorber, this patient's symptom may not have a simple biological explanation and may be less likely to improve. 23 The association between Physician Belief Scale and difficulty may not be surprising. The instrument evaluates a clinician's orientation toward dealing with the psychosocial aspects of medicine. Clinicians with better scores on the PBS have been found to have a more open, communicative style and have lower rates of liability claims. Moreover, physicians with more interest or skill in psychosocial communication may experience fewer encounters as difficult. This could also explain the relationship between difficulty and improved symptom outcomes. More experienced clinicians may have Figure 1 . Structural equation model of difficulty with standardized estimates of effect greater skill in dealing with "difficult" patients. There is literature suggesting that more skillful communication improves outcomes among somatizing patients, so the relationship between Physician Belief Score and better outcomes among "difficult" patients may not be surprising. 24 Our study has several limitations. First, we explained only a small portion of the variance in difficulty. It is likely that we didn't collect other elements that impact difficulty; in particular our measures on physician characteristics were limited. Other important, unmeasured and potentially mutable factors include physician burnout, empathy and mindfulness. Second, instead of directly observing physician behavior, we used a surrogate marker for physician orientation, the Physician Belief Scale. It would be better to directly observe clinician and patient behaviors and correlate these behaviors with encounter difficulty. Third, "difficult" patients tended to be those with multiple symptoms. In our patient population, we have found that such patients tend to have slower symptom resolution. 23 The effect of "difficulty" on symptom resolution is at least partially a manifestation of somatization rather than the experience of the encounter itself. However, the distribution of somatizing patients was relatively uniform across clinicians. More experienced clinicians not only experienced fewer somatizing patients as "difficult," they also had a better impact on symptom outcome. Other studies have shown improvement in symptom outcome among somatizing patients based on a clinician communication intervention. 24 Fourth, the relationship between years of experience and Physician Belief Score may be confounded; more experienced clinicians may have chosen to work in the primary care setting in which the study was conducted and therefore may be more patient-centered and psychosocially sensitive/adept because of personal characteristics that are independent of years of experience. Fifth, though consistent with other studies, our findings are based on a single institution. Finally our follow-up was relatively short, only 2 weeks. Previous studies have demonstrated that 2-week symptom outcomes correlate well with 3-month outcomes. 25 Our results are consistent with previous studies. Across different cultures and practice settings, about 15% of primary care encounters are experienced as "difficult." 1, 2, 5, 8 Feelings of helplessness, frustration, stress, burnout and failure are common clinician responses to "difficult patient encounters." 5, 7, 17, 25 Others have proposed clinician self awareness 24, 26, 27 and patientcentered interview techniques 24, [28] [29] [30] [31] as tools for difficult encounters. Data on how well these proposals work are sparse, though they have been found to improve patient satisfaction 24 and enhance adherence. 32 Studies to determine if such interventions decrease clinician discomfort with such encounters and whether other outcomes can be improved are needed.
CONCLUSION
About 15% of patient encounters are experienced as difficult; both patient and clinician characteristics contribute to difficulty. "Difficult" patients commonly have underlying mental disorders and have high utilization rates, high somatization and poor functional status. Patients emerging from these encounters are less satisfied, have lower trust, a greater number of unmet expectations and are more likely to have worsening of their presenting symptom. Less experienced and less psychosocially oriented doctors experience a higher proportion of encounters as "difficult." A number of approaches to managing difficult encounters have been proposed, though most have not been rigorously tested. Research directly observing patient and provider behaviors during "difficult" encounters as well as identifying changeable physician behaviors that improve outcomes are needed.
